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Background. Deep brain stimulation (DBS) of the subthalamic nucleus (STN) is one of the standard surgical treatments for advan-
ced Parkinson’s disease. However, it has been diﬃcult to accurately localize the stimulated contact area of the electrode in the sub-
thalamic nucleus and its adjacent structures using a two-dimensional atlas. The goal of this study is to verify the real and detailed
localization of stimulated contact of the DBS electrode therapeutically inserted into the STN and its adjacent structures using a
novel computed three-dimensional atlas built by a personal computer. Method. A three-dimensional atlas of the STN and its adja-
cent structures (3D-Subthalamus atlas) was elaborated on the basis of sagittal slices from the Schaltenbrand and Wahren stereo-
tactic atlas on a personal computer utilizing a commercial software. The electrode inserted into the STN and its adjacent structures
was superimposed on our 3D-Subthalamus atlas based on intraoperative third ventriculography in 11 cases. Findings. Accurate
localizationoftheDBSelectrodewasidentiﬁedusingthe3D-Subthalamusatlas,anditsclinicaleﬃcacyoftheelectrodestimulation
was investigated in all 11 cases. Conclusion. This study demonstrates that the 3D-Subthalamus atlas is a useful tool for under-
standing the morphology of deep brain structures and for the precise anatomical position ﬁndings of the stimulated contact of a
DBS electrode. The clinical analysis using the 3D atlas supports the contention that the stimulation of structures adjacent to the
STN, particularly the zona incerta or the ﬁeld of Forel H, is as eﬀective as the stimulation of the STN itself for the treatment of
advanced Parkinson’s disease.
1.Introduction
Deep brain stimulation (DBS) is a proven functional neuro-
surgical treatment for Parkinson’s disease, essential tremor,
and generalized dystonia that are intractable with optimal
medication [1–4]. The subthalamic nucleus (STN) is consid-
ered to be one of the optimal targets for placement of DBS
treatment, and STN stimulation has given optimal clinical
eﬀect for a wide spectrum of symptoms such as rigidity,
tremor, bradykinesia, and gait disturbance [2, 5].
When administering DBS, the position of the stimulated
contact of the DBS electrode is one of the important factors
for achieving optimal clinical results. However, it is diﬃcult
to understand the anatomical relationship between the elec-
trode and the STN based on a two-dimensional atlas. The
DBS electrode is inserted via a burr hole made 25–30mm
lateral to the midline of the skull and 20–30mm anterior to
the coronal suture. The angle of the electrode trajectory is
about 60 degrees from the horizontal plane of the anterior
commissure-posteriorcommissureline(AC-PC)and20deg-
rees from the sagittal plane [6]. The localization of the STN
was 8–15mm lateral to the midline on coronal magnetic
resonance imaging (MRI) [7].
The shape of the STN is convex and ovoid in the Schal-
tenbrand and Wahren atlas (S-W atlas) [7]. The S-W atlas
consists of two-dimensional images expressed in coronal,
sagittal, and horizontal sections of the brain relative to the
AC-PC line [8]. It is diﬃcult to understand the three-dimen-
sionallocalizationandshapeoftheSTNfromtwo-dimensio-
nal views in the atlas, and the shape and location of the STN
must be inferred from two-dimensional images. The local-
ization of the DBS electrode in the brain structure cannot be
shown in a single sagittal section of the atlas.
Development of the computers and software has provi-
ded a new method for understanding of brain structures and2 ISRN Neurology
Table 1: Summary of the main characteristics of 11 patients with
Parkinson’s disease.
Case no. Age (yrs) Sex
Preoperative
Hoehn and
Yahr stage
(medication
on period)
Duration of
Parkinson’s
disease (yrs)
14 2F 2 . 5 8
26 6F 2 . 5 8
36 6F31 2
46 1F42 0
57 3 M31 0
66 1F31 0
76 8F33
87 7F31 4
95 4F41 4
10 64 F 3 12
11 66 M 1.5 6
Mean 63.5 3.0 10.6
± S.D. 9.4 0.7 4.6
Mean ± SD: mean ± standard deviation.
the diagnosis of disease [9–11]. Advanced computer tech-
niques creating 3D views are proving to be useful tools [12,
13]. For example, three-dimensional computed tomography
angiography (3D-CTA) is helpful for the diagnosis of lesions
in patients with ruptured and nonruptured aneurysms [14].
In functional surgery, previous reports have demonstra-
ted that 3D computer reconstruction of subcortical brain
structures has been helpful for education and for the exe-
cution of stereotactic operations [15]. We have devised 3D
images of the STN and its adjacent structures and investi-
gatedthecorrelationbetweentheanatomicalpositionofDBS
and its clinical eﬀect on patients with Parkinson’s disease.
2.Methods and Materials
We investigated 11 consecutive patients who received DBS
targeting the STN for treatment of advanced Parkinson’s dis-
ease. Nine women and 2 men were evaluated in the Kinki
University Hospital. These patients included the following:
one case at 1.5 on the Hoehn and Yahr scale [16] (HY scale)
and 2 cases at 2.5, 6 cases at 3, and 2 cases at 4 on the HY
scale. The mean age ± standard deviation was 63.5 ± 9.4
years. The mean duration of disease was 10.6 ± 4.6y e a r s
(Table 1). All patients received appropriate medical control
by neurologists in the Kinki University Hospital prior to the
surgical treatment.
Preoperative and postoperative evaluations were per-
formed using the Uniﬁed Parkinson’s Disease Performance
Scale [17] (UPDRS). We examined all patients at one week
before surgery during the on-medications period and 6
months after surgery during treatment with DBS and medi-
cation. The patients’ chief complaints were akinesia (UPDRS
II items 9, 10, 11, 12, 13, 14, 15), the “on-oﬀ” phenomenon
(and the percentage of daily time spent in oﬀ states), tremor
(UPDRS III items 20 and 21), gait disturbance (UPDRS III
items 27, 28, 29, and 30), dyskinesia (and the percentage of
daily time spent in dyskinesia), and rigidity (UPDRS III item
22, on the side contralateral to DBS stimulation) (Table 2)
[18]. The daily levodopa equivalent dose was calculated on
the basis of the following equivalences: 100mg standard lev-
odopa = 140mg controlled release levodopa = 10mg bromo-
criptine=1mgpergolide=1.5mgcabergoline=1mgprami-
pexole = 10mg selegiline [19, 20]. We used the Model 3387
implanted electrode (Medtronic, Inc, USA). This electrode
had four contacts 1.5mm apart. Stimulation was attempted
with several parameters in all patients. The parameters con-
sisted of the intensity and amplitude (volts), pulse width
(micro seconds), frequency (Hz), and selecting the stimula-
ted contact as a cathode with monopolar stimulation. Post-
operative assessment after the DBS showed that the stimula-
tionofonesideofbilateralDBSrapidlyproducedareduction
of tremor, rigidity, and dyskinesia on the contralateral side
[21]. We found that the “on-oﬀ” phenomenon, on-phase
dyskinesia, bradykinesia/akinesia, and gait disturbance were
ameliorated after 2 or 3 days using one of 4 electrode con-
tacts. Axial symptoms such as bradykinesia and gait distur-
bance were improved by bilateral stimulation [22]. All symp-
toms were evaluated whilst on medication with levodopa.
Stimulation-induced adverse eﬀects including dyskinesia,
sensory misperception and muscle contraction were also
observed with each parameter. We could manage the para-
meter that reduced motor ﬂuctuation and improved quality
of life for all patients.
2.1. The Three-Dimensional Atlas. We created a three-
dimensional atlas (3D-Subthalamus atlas) based on sagittal
slices from the S-W atlas which consisted of the following
structures; the nucleus ventrointermedius (VIM), ventralis
oralis posterior (VOP) and ventralis oralis anterior (VOA),
zona incerta (ZI), the ﬁeld of Forel H (FH), the red nuc-
leus (RN), substantia nigra (SN), and subthalamic nucleus
(STN). 3D-Subthalamus was built from 10 sagittal slices
(3.5mm, 5.5mm, 6.5mm, 9.0mm, 10.5mm, 12.0mm,
13.0mm, 14.0mm, 16.0mm, and 17.0mm lateral to the
midlineoftheoriginalS-WatlasrelativetotheAC-PClines).
There were two planes of the stained histologic slices and
transparentoverlaycontoursononesliceoftheS-Watlas[8].
Each structure was traced on the transparent overlay con-
tours of the S-W atlas using 3D software (Rokkakudaiou,
Super3, Shusaku, Japan) on a personal computer (Power
Book G4, OS 10.3.7, Apple Computer, Inc.). There was a
known distance between the slice of each sagittal section
and we created a virtual structure by inserting straight lines
between the structures of each slice to create a 3D model. All
structures were built with reference to the AC-PC line. The
3D-Subthalamus atlas can be viewed from any angle using a
computer. The 3D-Subthalamus was created from the S-W
atlas so that the AC-PC distance was actually 21mm in sagit-
tal sections [8]. Therefore, various AC-PC distance (from
20mm to 26mm) were prepared to correspond to the indi-
vidual variations [23, 24]. To allow for these variations in
AC-PC distance, all structures were magniﬁed along three
axes (sagittal, coronal, and axial planes) using the computer
software.ISRN Neurology 3
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The3D-Subthalamusatlasisaright-sidedmodelbecause
the S-W atlas was also a right-sided model. Therefore, in the
left-sidedDBS electrode, the leftlateraldistance wasreplaced
to right the distance and the position of the left-sided DBS
electrodes was investigated on a right-sided model on 3D-
Subthalamus atlas.
2.2. Surgical Technique. Preoperative MRI provided localiza-
tion of the subthalamic nucleus, red nucleus, and internal
capsule [7, 23, 25, 26]. MRI studies indicate that brain vol-
ume and its deep structures have individual variations. For
planning the localization of the STN as a target, there are
anatomically individual variations of the distance of the STN
from the midline [25, 27]. The STN is not so clearly seen
on MRI. Bejjani et al. reported that the STN was just lateral
to the margin of the RN [25]. The localization of the RN is
more easily visualized on MRI than the location of the STN.
Therefore, the distance of the RN from midline was deﬁned
as the individual lateral distance of the STN in our study.
Under local anesthesia, all patients underwent DBS with
selective third ventriculography using the Leksell stereotactic
frame (Elekta Instruments, Atlanta, GA). The entry point
of the recording electrode was made 20mm anterior to the
coronal suture and approximately 25–30mm lateral to the
midline of the skull. The initial tentative target was 2mm
behind the mid-AC-PC point, 4mm below this point and
10–12mm lateral to the midline corresponding to the indi-
vidual lateral distance on preoperative MRI. To determine
the optimal location for ﬁnal implantation of DBS electrode,
electrophysiological recording was used to deﬁne the posi-
tion of the STN using a semi-microelectrode [28]. The semi-
microrecording demonstrated speciﬁc spontaneous burst
potentialsona4–7mmlinepassingthroughthesubthalamic
nucleus in most cases [29].If the duration of recording of the
burst potentials was less than 4mm, we tried to investigate
anothertentativetargetwithinthesubthalamicnucleususing
the same procedure [29]. Finally, the distal contact of
the DBS electrode was positioned at the bottom of the
subthalamic nucleus identiﬁed by the electrophysiological
examination.
DuringaweekafterthestereotacticplacementoftheDBS
electrode, the patient was evaluated for response to the exter-
nal stimulator settings. Postoperative MRI demonstrated the
location of the implanted DBS electrode in the axial, coro-
nal, and sagittal planes. After conﬁrmation of patient sat-
isfaction and optimal localization of the DBS electrode on
MRI, bilateral chronic stimulation systems were implanted
subcutaneouslyintheanteriorchestwallundergeneralanes-
thesia in 10 cases. One case with unilateral DBS placement
for unilateral Parkinson’s symptom was implanted subcuta-
neously in the left anterior chest wall only.
2.3. Investigation of Stimulated Contact of DBS Using the
Three-Dimensional Atlas. Postoperative electrode position
was determined using an intraoperative ventriculography
with a contrast medium and MRI for 10 right-sided and 11
left-sided electrodes. Using 3D software on a personal com-
puter, a 3D model of the DBS electrode was created relative
to the AC-PC line. All implanted electrodes were Model 3387
(Medtronic, Inc. USA) which had four contacts with a spac-
ing of 1.5mm between the contacts. The cathode position of
the DBS electrode that provided the optimum clinical eﬀect
was investigated on 3D-Subthalamus in all cases.
There were individual variations in AC-PC distance and
thelateraldistanceofthecenteroftheSTNfromthemidline.
The AC-PC distance was measured on ventriculography in
each case to correspond to individual variations. Based on
the AC-PC distance, the optimal size model was selected
from various 3D-Subthalamus atlases, which were prepared
with an AC-PC distance of 20–26mm [30]. The lateral dis-
tance from the midline of the STN could not be measured
accurately on MRI because of the poor identiﬁcation of
the borderline of the STN [27]. The STN was anatomically
identiﬁed just lateral to the RN [25]. It was easy to measure
the center of the RN because of its spherical shape and its
clearidentiﬁcationonT2-weigthedMRI.Thelateraldistance
from the midline of the center of the RN was deﬁned as
the distance of the STN and its adjacent structures from the
midline. The individual lateral distance and AC-PC distance
were applied to the 3D-Subthalamus atlas in each case. For
example, in case number 1 the AC-PC distance was 22mm
and RN was located 4.8mm lateral to the midline on MRI
(Table 2). 3D-Subthalamus atlas was adjusted accurately
from patient data. Finally, the 3D-Subthalamus atlas with
a 22mm AC-PC distance was conformed using the lateral
distance of the RN as measured on MRI for case 1.
3. Results
3.1. Morphological Evaluation Using the Three-Dimensional
Atlas. The shape and relationship of the STN to its adjacent
structurescouldbeclearlydemonstratedbythethree-dimen-
sional atlas (3D-Subthalamus atlas) (Figure 1). Anterior and
lateral views show that the STN is located laterally to RN
and that the ZI, SN, and FH surround the STN (Figure 1).
Though the deep brain structures overlapped each other
on 3D-Subthalamus atlas, the 3D-Subthalamus atlas could
be freely rotated on the monitor of a personal computer
(Figure 2). Observations from various viewpoints allowed us
to understand the three-dimensional structures without a
blind spot.
The STN resembles a bagworm in shape, and its medial
part is smaller than its lateral part. The medial surface of the
STN is posteroinferior to the RN. The lateral portion of the
STNisampullarinshapeandislocatedposteriortothemed-
ial portion (Figure 2).
T h eZ Ii sl o c a t e da b o v et h eS T Na n di ss h a p e dl i k eac o a t
covering the STN. The end of the ZI is more posterior than
the posterior commissure (Figure 2).
The FH is a small area located anteromedial to the STN.
The anteroposterior view shows that the medial surface of
the FH is inferior to its lateral surface. The lateral view shows
that the FH is covered by the ZI and STN.
3.2. Localization of Stimulated Contact. The DBS electrode
and its 4 contacts were shown in a three-dimensional ﬁgure
in the 3D-Subthalamus atlas. The localization of the most
eﬀectively stimulated contact (cathode) was investigatedISRN Neurology 5
VIM
VOP
RN
SN
STN
PC
SN
RN
VIM
VOP VOA
VOA
ZI
ZI
STN
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FH AC AC
III
Figure1:Athree-dimensionalatlasofthesubthalamicnucleusanditsadjacentstructures(3D-Subthalamus).Left:anteriorview.Right:right
outside view. VIM: ventrointermedius, VOP: ventralis oralis posterior, VOA: ventralis oralis anterior, ZI: zona incerta, FH: ﬁeld of Forel H,
RN: red nucleus, SN: substantia nigra, STN: subthalamic nucleus, AC: anterior commissure, PC: posterior commissure, and III third
ventricle.
A
RR P
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AL AL AL AL
LP L L P
R P P
A R A R A R
Figure 2: Imaging of the three-dimensional atlas of the subthalamic nucleus and its adjacent structures (3D-Subthalamus). The 3D-Subtha-
lamus is turned 360 degrees along a vertical axis using a computer. Each cube shows the direction of the 3D-Subthalamus atlas. A: anterior,
P: posterior, R: right, and L: left.6 ISRN Neurology
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Figure 3: The three-dimensional atlas of the subthalamic nucleus and its adjacent structures (3D-Subthalamus) of an illustrative case
(Case 4)ofastimulatedcontactlocatedinthezonaincertaon3D-Subthalamus.ItshowsthatthecontactsofDBSelectrodearelocatedatthe
zona incerta, ﬁeld of Forel H, and subthalamic nucleus. Best improvement of motor disturbance was obtained when the stimulated contact
of DBS electrode was located in the zona incerta. Each cube shows the direction of the 3D-Subthalamus atlas. A: anterior, P: posterior, R:
right, and L: left. Red cast: a stimulated contact of the deep brain stimulation electrode. White cast; no stimulated contacts of the deep brain
stimulation electrode. Black line: a lead of the deep brain stimulation electrode.
using the 3D-Subthalamus atlas to study a correlation bet-
ween its localization and clinical eﬀect (Figures 3, 4,a n d5).
The locations of the most eﬀectively stimulated contacts of
our 11 patients are shown in Table 2. These locations were
divided into three areas that obtained the best improvement
of motor disturbance: the ZI in 9 of 21 stimulated contacts
(Figure 3), the FH in 6 stimulated contacts (Figure 4), and
the STN in another 6 stimulated contacts (Figure 5).
3.3. The Clinical Eﬀect with DBS. Motor function had im-
provedinallpatientsat6monthsaftersurgery(Table 2).The
UPDRS scores improved in all cases by a mean 54.2% in all
cases. Transient sensory disturbance was common but dis-
appeared following the optimal DBS parameter settings. At
6 months after surgery no patients had suﬀered any severe
adverse eﬀects such as cognitive impairment.
The mean lateral distance of the RN from the midline
was 5.5mm ± 0.7 on MRI. The mean AC-PC distance was
22.2mm ± 1.6 on ventriculography.
3.4. The Relationship between Clinical Eﬀect and Location of
Stimulated Contact. Akinesia is improved by DBS in all 11
patients. All but one patient were stimulated bilaterally, with
thefollowingcombinationsofstimulatedcontacts:2patients
withbilateralZI stimulation, 2 with bilateralFH stimulation,
2withbilateralSTNstimulation,2withcombinedZIandFH
stimulation, 2 with combined ZI and STN stimulation, and
one patient with unilateral ZI stimulation (Figure 6).
Of the 16 sides of 11 patients who suﬀered from tremor
preoperatively, 6 had stimulated contacts in the ZI, 4 in
the FH, and 6 in the STN. The tremor of all these patients
was ameliorated by contralateral DBS, with complete disap-
pearance of the tremor in all patients stimulated at the ZI
(Figure 7). The preoperative tremor scores in the cases
stimulated at the ZI were higher than in cases who were
stimulated at the FH or STN.
Therewasnostatisticallysigniﬁcantdiﬀerence(P<0.05)
amongthethreestimulatingpointsasregardseﬃcacyofDBS
for control of tremor.
GaitdisturbancewasamelioratedbytheDBSstimulation
in all 11 patients with the following combinations of sti-
mulated contacts: 2 with bilateral ZI, 2 with bilateral FH,
2 with bilateral STN, 2 with combined ZI and FH, 2 with
combined ZI and STN, and one with unilateral ZI stimu-
lation (Figure 8).
The stimulated contacts of 6 cases with preoperative “on-
oﬀ” phenomenon were located as follows: one at bilateral
STN, one at bilateral FH, 2 at bilateral ZI, and 2 at combi-
nation of ZI and FH (Figure 9), and all cases except one
bilateral FH stimulation showed reduction of the “on-oﬀ”
phenomenon.
Six sides of dyskinesia were ameliorated by a mean of
21.8%. The stimulated contacts were located as follows:ISRN Neurology 7
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Figure 4: The three-dimensional atlas of the subthalamic nucleus and its adjacent structures (3D-Subthalamus) of an illustrative case
(Case 10) of a stimulated contact located in the ﬁeld of Forel H, on 3D-Subthalamus. It shows that the contacts of DBS electrode are located
at the zona incerta, ﬁeld of Forel H and subthalamic nucleus. Best improvement of motor disturbance was obtained when the stimulated
contact of DBS electrode was located in the ﬁeld of Forel H. Each cube shows the direction of the 3D-Subthalamus atlas. A: anterior, P:
posterior, R: right, and L: left. Red cast; a stimulated contact of the deep brain stimulation electrode. White cast: no stimulated contacts of
the deep brain stimulation electrode. Black line: a lead of the deep brain stimulation electrode.
2 at the ZI, one at the STN, and 3 at the FH (Figure 10). The
dyskinesia of 2 of 3 cases stimulated at FH improved post-
operatively with unchanged dosage in item the of levodopae-
quivalents.
4. Discussion
4.1. The Three-Dimensional Atlas. The aim of this study is to
evaluate the relationship between the clinical eﬀect and the
localization of the stimulated contact of the DBS electrode
for advanced Parkinson’s disease. In some studies, the identi-
ﬁcationandlocalizationofthestimulatedcontactwerebased
on MRI studies [7, 25, 31–33], and these studies indicated
that MRI is a useful tool for preoperative targeting. Recently,
some new computer programs such as the Leksell SurgiPlan
program (Elekta) have been released for planning the initial
targeting. This program compares the patient’s MRI coor-
dinates with computerized atlas of deep structures to localize
the STN [33]. However, the targeting method of STN still
remains somehow a diﬃcult problem, because the STN
cannotbeconvincinglydistinguishedfromitsadjacentstruc-
tures on MRI. The identiﬁcation of the anterior line and
medial borders of the STN can be uncertain on MRI [26].
This is referable to that the shape of the STN is anatomically
convex and ovoid on the S-W atlas [8] and to that MRI
scans use three planes to visualize the three-dimensional
structures; the shape of the STN must be inferred from
images in three planes. We found that the three-dimensional
atlas is a useful tool for understanding the anatomical rela-
tionship of the DBS electrode to the STN and its adjacent
structures, regardless of the fact that a two-dimensional atlas
is in the sagittal plane and the inserted DBS electrode is not
in a consistent plane.
The 3D-Subthalamus is based on the S-W atlas, which is
considered to be useful for functional stereotaxic neurosur-
gery [8]. The S-W atlas consists of the brain sections from 3
diﬀerent cadavers, because the atlas includes 3 axes: sagittal,
coronal, and axial sections [8, 34]. Niemann et al. found that
the solid volume of the thalamus diﬀers in the 3 sections of
the S-W atlas [34, 35].
There are anatomical diﬀerences between patients in the
AC-PC distance and the lateral distance of the STN from
the midline. To correct this, we have designed the 3D-
Subthalamus atlas for various AC-PC distances and deﬁned
the lateral distance from the midline of the center of the RN
as the lateral distance of the STN and its adjacent structures
from the midline.
The localization of the DBS electrode within the STN is
generally indicated as corresponding to the sagittal section of
the S-W atlas or MRI. However, it is actually impossible to
superimpose the stimulated electrode on the corresponding
point in the S-W atlas and MRI because the plane including8 ISRN Neurology
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Figure 5: The three-dimensional atlas of the subthalamic nucleus and its adjacent structures (3D-Subthalamus) of an illustrative case
(Case 6) of a stimulated contact located in the subthalamic nucleus on the 3D-Subthalamus. It shows that the contacts of DBS electrode are
located at the zona incerta, ﬁeld of Forel H, and subthalamic nucleus. Best improvement of motor disturbance was obtained when the
stimulated contact of DBS electrode was located in the subthalamic nucleus. Each cube shows the direction of the 3D-Subthalamus atlas.
A: anterior, P: posterior, R: right, and L: left. Red cast: a stimulated contact of the deep brain stimulation electrode. White cast: no stimulated
contacts of the deep brain stimulation electrode. Black line: a lead of the deep brain stimulation electrode.
the axis of the electrodes does not always correspond with
that of the S-W atlas or MRI. Therefore, it has not been easy
to understand the three-dimensional relationship between
the target and the electrode. By contrast, the anatomical
relationships can be easily understood and clearly observed
from any chosen viewpoint using the 3D-Subthalamus atlas.
4.2. The Localization of the DBS Electrode on Postoperative
MRI. On MRI for postoperative evaluation of the DBS elec-
trode, the tip of the electrode is distorted and enlarged by
magnetic artifact [36]. There is a safety limit to the use of
MRI for the neurostimulator system (including the DBS
electrode and the battery) [37, 38]. MRI-related heating is
a major problem for the neurostimulator and for human
tissues [26, 37]. In our experience, when performing an MRI
sequence to localize the STN, minimizing electrode artifact
is incompatible with clearly detecting STN. Open MRI is
considered useful as a real-time navigator in neurosurgery
[39] but is too expensive for general use.
Therefore, to evaluate the postoperative anatomical loca-
lization of the DBS electrode, a reliable method is required
by which patient data can be coordinated with an anatomical
atlas without the MRI artifact [7]. This method transfers
the patient’s electrode position onto the corresponding slice
from the atlas based on the AC-PC system. Individual vari-
ations in each case are generally disregarded in this method.
Talairach and Tournoux devised a unique method to corre-
late the individual variations in the height, length, and width
of human brains [40]. This method has been named the
“three-dimensional proportional grid system” which adapts
to varying dimensions of brains in three planes: the AC-PC
line,averticallinetraversingtheAC,andasagittalplanepar-
allel to the interhemispheric plane [40]. Our three-dimen-
sional atlas is similar in that the patient data are registered
along three planes based on the AC-PC distance for individ-
ual variations. The authors deﬁned the lateral distance from
the midline of the STN and its adjacent structures based on
the localization of the RN from midline. Yelnik et al. showed
that registration of a 3D atlas with MRI allows evaluation
of anatomical localization of DBS using the atlas and that
correction for individual diﬀerences required scaling along
the two axes: the mediolateral and anteroposterior axes [7].
The three-dimensional software used in our study pro-
duces the scaling model along the three axes on a personal
computer. This software is not expensive (about US80 dol-
lar), and no special tools or special technique are required to
use it.
4.3. Anatomy of the STN and Its Adjacent Structures. The
STN is considered to be one of the most suitable targets
for DBS in advanced Parkinson’s disease with motor
ﬂuctuation that persists despite adequate medical therapyISRN Neurology 9
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Figure 6: Relationships between the localization of the most eﬀec-
tively stimulated contacts and the UPDRS motor score of items 9,
10, 11, 12, 13, 14, and 15 as akinesia. The best improvement of
akinesia was achieved in 10 cases by bilateral deep brain stimulation
of each paired combination among the subthalamic nucleus, zona
incerta, and ﬁeld of Forel H and in one case by contralateral stimu-
lation of the zona incerta. Pre: before surgery, post: after surgery,
STN: subthalamic nucleus, ZI: zona incerta, FH: ﬁeld of Forel H.
and number: case number.
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Figure 7: Relationships between the localization of the most eﬀec-
tively stimulated contacts and the UPDRS motor score of items 20
and 21 as tremor. Each case demonstrated the improvement in
tremor on one side by deep brain stimulation of the subthalamic
nucleus, zona incerta, or ﬁeld of Forel H on the contralateral side.
The preoperative tremor scores in the cases stimulated at the zona
incerta are higher than in the cases that were stimulated at the ﬁeld
of Forel H or subthalamic nucleus. Pre: before surgery, post: after
surgery, STN: subthalamic nucleus, ZI: zona incerta, FH: ﬁeld of
ForelH,andnumberandRorL:casenumberatright(R)orleft(L)
tremor.
[1, 2, 5, 20, 22, 41]. Interventions involving the STN
include subthalamotomy and STN-DBS [42]. STN-DBS has
advantages and has fewer complications than subthalamo-
tomy. DBS parameter can be adjusted according to varia-
tions in Parkinsonian symptoms. Diﬀerent positions of the
stimulated contact of the DBS electrodes result in various
clinical eﬀects [43]. In our study all stimulated contacts of
the DBS electrodes within the STN were located within the
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Figure 8: Relationships between the localization of the most eﬀec-
tively stimulated contact and the UPDRS motor score of items 27,
28, 29, and 30 as gait disturbance. The best improvement of gait
disturbance was achieved in 9 cases of all 11 cases by bilateral deep
brain stimulation of each paired combination among the subthala-
mic nucleus, zona incerta, and ﬁeld of Forel H and in one case by
unilateral stimulation of the zona incerta. Pre: before surgery, post:
after surgery. STN: subthalamic nucleus, ZI: zona incerta, FH: ﬁeld
of Forel H, and number: case number.
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Figure 9: Relationships between the localization of the most eﬀec-
tively stimulated contact and the percentage of daily time spent in
oﬀ states. All cases except one achieved the best improvement in
the on-oﬀ phenomenon by bilateral deep brain stimulation of each
paired combination of the subthalamic nucleus, zona incerta and
ﬁeldofForelH.Pre:beforesurgery ,post:aftersurgery .STN:subtha-
lamic nucleus, ZI: zona incerta, FH: ﬁeld of Forel H, and number:
case number.
anterodorsal part of the STN. Neuroanatomical studies have
shown that nigral eﬀerent ﬁbers originating from the pars
compactaproject into the dorsal part of the STN [28, 43, 44].
These ﬁbers ﬁnally enter the corpus striatum. Our ﬁndings
suggest that the most eﬀective point of contact within the
STN is located in the dorsal part of the STN.
TheneighboringstructuresoftheSTNaretheVIM,VOP,
VOA, ZI, FH, RN, and the STN. The ZI and FH are also con-
sidered to be valid targets for the stimulation in advanced
Parkinson’s disease [7, 43].
The ZI has multiple aﬀerent pathways running into the
ventrolateral thalamus which involve the lenticulothalamic10 ISRN Neurology
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Figure 10: Relationships between the localization of the most eﬀec-
tively stimulated contact and the percentage of daily time spent in
dyskinesia in 6 cases that have been aﬀected with dyskinesia before
surgery. All cases achieved the best improvement in the on-oﬀ phe-
nomenon by bilateral deep brain stimulation of each paired combi-
nationofthesubthalamicnucleus,zonaincertaandﬁeldofForelH.
Pre: before surgery, post: after surgery. STN: subthalamic nucleus,
ZI: zona incerta, FH: ﬁeld of Forel H, and number: case number.
system from the mesencephalic reticular formation, the
cerebellothalamic tract, and the pallidothalamic tracts [45].
Murataetal.demonstratedthat8patientswithseveretremor
were improved by stimulation of the posterior part of the
subthalamic white matter (ZI) [45]. This clinical study reve-
aled that the axons could be more easily excited by electrical
stimulation than the cell bodies themselves [45]. High-
frequencystimulationoftheSTNinducedanincreasedﬁring
rate in certain thalamic neurons [46] .D B Sm a i n l ya c t su p o n
axonal elements, and therefore ZI stimulation has similar
eﬀectiveness as STN stimulation for Parkinson’s disease [47].
These studies suggested that the stimulation of the ZI having
the axons causes more excitation of the thalamus than the
stimulation of the STN having the cell bodies.
Stimulation of the STN and globus pallidum internum
(GPi) is eﬀective for Parkinson’s disease with dyskinesia [48].
The GPi stimulation directly improves dyskinesia, and STN
stimulation allows reduction of levodopa dosage: STN stim-
ulation does not directly improve dyskinesia in patients with
Parkinson’s disease. In our study, two cases showed im-
proved dyskinesia without reduction of levodopa dosage
following stimulation of the FH. These results suggest that
FHstimulationhasadirectinﬂuenceondyskinesia.Thismay
be explained by the fact that the FH contains axons of the
pallidothalamictract[43].OurresultsemphasizethattheFH
is the optimal target for Parkinson’s disease with dyskinesia.
While the mechanism of action of DBS remains poorly
understood, the diﬀerent clinical eﬀects induced by stimula-
tion of various targets may provide us with more clear un-
derstanding about the mechanisms. Our results from ZI and
FH stimulation suggest that a small diameter axon is more
excitablebyelectricalstimulation thanthe cellbodies [3,47].
From our results, both the ZI and the FH were shown to
be optimal targets for DBS for Parkinson’s disease. However,
thereareanatomicalandelectrophysiologicalproblemswhen
targeting them. It is diﬃcult to identify the ZI and FH on
MRI,andelectrophysiologicaltargetingrequiresskilledtech-
nique and reﬁned instruments [49–51]. Some reports have
shown that the characteristic electrophysiological activity
could not be identiﬁed in the FH and ZI [25, 44, 45, 52].
4.4. The Adverse Eﬀects of DBS. STN stimulation may induce
transient or permanent side eﬀects [3, 53]. Transient side
eﬀects can be ameliorated by adjustment stimulation param-
eters. Several groups have reported permanent side eﬀects
including psychiatric problem such as depression or mania
[51, 54–59]. These psychiatric problems may be inﬂuenced
by the limbic circuit following placement of a DBS electrode.
Depression may occur with reduction of levodopa after DBS.
The anterior ventral STN is anatomically involved in the
limbic circuit [52, 60]. Therefore, stimulation of the STN
may produce psychiatric side eﬀects.
Our results show that the stimulation of the ZI or FH is
nearly equivalent in eﬀect to the stimulation of the STN for
motor ﬂuctuation in Parkinson’s disease. Stimulation of the
ZI or FH has not triggered psychiatric problems in any case
afterDBSsurgery.Ourstudyindicatesthatstimulationofthe
ZI or FH is more eﬀective than stimulation of the STN for
Parkinson’ s disease and is without severe side eﬀects. Our
results are supported by previous studies which found that
stimulation of the adjacent structures to the STN improves
Parkinsonian symptoms [7, 43].
4.5.TheDBSElectrode. Ourstudyshowsthatthestimulation
of the ZI or FH located above the STN is eﬀectives for
advanced Parkinson’s disease. The Model 3387 DBS elec-
trode, which is longer than Model 3389, was used in our
study. The upper one or two contacts of the Model 3387 can
be located above the STN; whenever the lower contact of the
Model 3387 DBS electrode is placed in STN, the upper one
or two contacts can be located above the STN on 3D-Sub-
thalamus atlas. This means that structures adjacent to the
STN can be stimulated with this model as required. There-
fore, we recommend the long DBS electrode (model 3387)
for advanced Parkinson’s disease. No adverse eﬀects were
detected in all cases following placement of this model 3387
electrode.
5. Conclusion
A three-dimensional atlas of the STN and its adjacent struc-
tures (3D-Subthalamus atlas) has been created using the
commercialsoftwareonapersonalcomputer,whichdoesnot
require any special techniques. This software is not expensive
and is already in current use. 3D-Subthalamus atlas revealed
that the localization of DBS electrode could be precisely
deduced on the STN and its adjacent structures and that the
morphological understanding of the STN and its adjacent
structures was promoted by the computed images.
Results demonstrated that the stimulated contacts were
located in the STN and/or in its adjacent structures such as
the ZI and FH. Stimulation of structures adjacent to the STN
wasmoreeﬀectivethanSTNstimulationincaseswithtremor
and dyskinesia. Speciﬁcally, ZI stimulation could improve
tremor and FH stimulation could improve dyskinesia with-
out a decrease in levodopa dosage.ISRN Neurology 11
Onanalysisofcomputedthree-dimensionalatlasofstim-
ulated electrode and deep brain structures, we emphasize
that 3D-Subthalamus atlas is a useful tool to recognize the
complex shape of deep brain structures for stereotactic sur-
gery and that the ZI or FH is one of the main targets for DBS
in the treatment of patients of Parkinson’s disease manifest-
ing severe tremor and/or dyskinesia.
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